Sir, A 14-month-old boy was presented with a history of excessive crying and pain due to oral lesions while taking food since 1-week. History revealed that he had similar complaints in the past which wane off within 8-10 days and reappeared at a different site after a healthy period of 2 weeks. There was no history of atopy and specific oral habits (such as the use of nursing bottle, pacifier, or gnawing finger). On intraoral examination, the patient had two well-circumscribed, erythematous, depapillated areas bounded by whitish elevated borders on the dorsum of tongue [ Figure 1 ]. There was no evidence of whitish exudate resembling cottage cheese appearance as seen in candidiasis. Other systemic and cutaneous examinations were within normal limits. Patient's 2-year-old elder brother also had a similar history of painful oral lesions. On examination of the sibling, there was a single central area of depapillation with multiple furrows and a whitish serpiginous border enclosing the lesion since 1-year [ Figure 2 ]. Exfoliative cytology in both the siblings was negative for Candida. A very interesting fact was elicited from the mother's history that both children used to eat bathing soap, which might be the inflicting cause. The typical clinical appearance and history, including the migratory pattern, confirmed the diagnosis of geographic tongue (GT). Histological confirmation could not be done due to the parents' unwillingness for biopsy and easy clinical diagnosis. The parents were asked to strictly refrain the children from eating soap and were treated with oral antihistaminics and betamethasone mouth paint for 3 weeks, leading to complete resolution of symptoms. Now, after 6 months, the lesions were completely stopped to reappear after refraining the children from taking soap.
GT is characterized by multifocal, irregular erythematous lesions due to the loss of filiform papillae, delineated by an elevated whitish border. It predominantly affects the dorsum and lateral aspect of the tongue. [1] Painful GT is a rare occurrence in children though asymptomatic, GT is comparatively common. [2] Asymptomatic cases usually resolve on their own, but symptomatic cases need treatment. Although the etiology is unknown, it is accepted that it may be associated in children with oral habits and other medical history (such as psoriasis or atopy). [3, 4] After a thorough search of literature, we found only about six cases of painful GT in children, but none had been reported due to soap. [2, 5, 6] The dramatic improvement after stopping the children from eating 
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were kept, and a biopsy was taken from a papule. All routine investigations were normal. Histopathology showed a cyst in the dermis containing multiple, small vellus hair shafts along with the laminated keratinous material. Surrounding the cyst, an inflammatory reaction was seen containing histiocytes and lymphocytes [ Figure 2 ].
Based on histopathology the final diagnosis of EVHC was made. He was kept on topical retinoid (tretinoin 0.1%) cream.
EVHCs are asymptomatic, monomorphic, and follicular lesions described by Esterly et al. in 1977 for the first time. [1] The usual age of onset is between 17 and 24 years, but they can occur at any age, and they may be congenital. They affect both genders equally, and there is no ethical or racial difference. They can be inherited as an autosomal dominant disorder. The exact pathogenesis is not known; some authors consider them to be a developmental abnormality of vellus hair [1, 2] and some propose they are hamartoma of the pilosebaceous unit. [3] EVHC can be localized Sir, Eruptive vellus hair cyst (EVHC) is a follicular disorder presenting as asymptomatic, papular lesions. Commonly affected sites are chest and extremities where they appear as reddish-brown papules. EVHCs are quite rare and underreported. We report a case of a male child who presented with asymptomatic papules on the chest.
A 4-year-old boy presented with multiple, asymptomatic, skin colored to dark, and raised solid skin lesions over chest since 8 months. The lesions were gradually increasing in number. There was no history of any discharge, prior application of any medicine or massage. Cutaneous examination showed multiple, polysized (1-4 mm), skin colored to hyperpigmented, discrete, and nontender papules over the anterior aspect of chest extending to axillary region [ Figure 1 ]. Mucosa, hair and nail examination was normal. General physical examination was normal.
Differential diagnosis of milia, steatocystoma multiplex, EVHC, folliculitis, and keratosis pilaris
Eruptive vellus hair cyst
